Background
==========

In the World Health Report 2000, a health system is discussed in terms of \"all the organizations, institutions and resources that are devoted to producing health actions\" \[[@B1]\] (p xi). Notwithstanding this very broad description of a health system, when it comes to the analysis of health systems performance, the operational (nonprocess) approaches have tended to be narrow, focusing on those aspects of the system that relate directly to the delivery of healthcare. This is particularly apparent in the analyses of health systems performance in high income countries \[[@B2]-[@B5]\]; and does not appear to have been materially influenced by the development of wider frameworks of analysis \[[@B6]\].

In high income countries the lack of distinction between a health system and a healthcare system may be appropriate. With few exceptions, the OECD countries and the high income non-OECD countries have stable governments and well developed national infrastructure, including functioning commercial and financial systems, embedded utility grids delivering clean water and energy; systems that facilitate communication and transportation; liveable national housing; a functioning judicial and educational system; etc. In these settings, population health gains are part of a marginal game often based on incremental improvements to an existing healthcare system that operates within the established context of high quality national infrastructure \[[@B7],[@B8]\]. It is surprising, therefore, that the analysis of health systems performance in low income countries is also based largely on an analysis of systems that deliver care, despite the absence of the wider infrastructure required to support functioning healthcare systems \[[@B9]-[@B12]\].

Some would explain the focus by arguing the inappropriateness of looking at non-healthcare factors, because an analysis of non-healthcare factors effectively holds the health sector to ransom - making it accountable for those determinants of health that do not fall within its direct control \[[@B13]\]. The difficulty with this position is the overwhelming body of evidence that demonstrates the critical role of socio-economic, environmental, and other structural determinants of health \[[@B14]\]. Furthermore, ignoring broader structural factors assumes that one can \"strengthen\" a health system without regard to the economic, social, and physical context within which the delivery of healthcare is supposed to occur. If the health system is not held accountable for these larger determinants, argued Murray and Frenk, there will be no advocate in a country for addressing them (p.727) \[[@B13]\]. If not us then who?

For high income countries the question of the appropriateness of using the healthcare system as a proxy for a health system more broadly is moot \[[@B8]\]. In low income countries, however, with poor infrastructure, often weak political, commercial, financial and regulatory systems, to exclude non-healthcare system artefacts from the analysis of health systems performance relies on a much more tenuous foundation. It is, thus, unlikely that health systems performance in low income countries can be reduced to an analysis of the incremental health gains associated with improvements to the healthcare system. This point is clearly demonstrated again by ongoing challenges to universal access to healthcare \[[@B15]\].

In this article, guided by the broader definition of health systems provided by the World Health Organization, we attempt to refocus the analysis of health systems performance on one particular non-healthcare related issue. Specifically, we are interested in the relationship between governance and the overall performance of the health system. Other structural factors such as the finance and the economy \[[@B16]\], the education system \[[@B17],[@B18]\], and physical infrastructure \[[@B19]\], have all been shown to be related to health systems performance. Governance, however, has emerged relatively recently as a measurable, structural artefact of countries that could be related to performance in a number of domains \[[@B20],[@B21]\], including health \[[@B22]\]; but there is relatively little research that has looked at this.

Methods
=======

An ecological analysis of cross sectional data was performed to look at the association between governance and health systems performance in the countries of the WHO African region (AFRO), independent of other known healthcare and non healthcare artefacts. The AFRO region was chosen because of the concentration of low income countries and the low probability that many of the countries will achieve the 2015 MDG targets \[[@B23]\]. The analysis was carried out using the most up-to-date, publicly available country-level data from the Statistical Information System of the World Health Organization (WHOSIS) \[[@B24]\] and the Mo Ibrahim Foundation (MIF) \[[@B25]\].

Measures
--------

### Outcomes

In keeping with the approach articulated in the World Health Report 2000 (p. xi) \[[@B1]\] health systems performance was operationalised in terms of the two separate dimensions: health outcome (i.e., death and morbidity) and health equity (i.e., the fairness of the distribution of health outcomes). The specific measure chosen for health outcome was a country\'s under five mortality rate (U5MR); i.e., the probability of a child\'s death before reaching the age of five. Although U5MR is a narrow operational definition of a population\'s health outcome, measures of child health such as the U5MR and the Infant Mortality Rate have been successfully used as general indicators of population health because they are sensitive to both structural changes and to rising epidemics that affect the wider population \[[@B26]-[@B29]\]. Data on U5MR were available for all 46 countries in the AFRO region.

A fair or equitable health system would be one that produces equivalent health outcomes for the rich and the poor \[[@B30],[@B31]\]. Using the U5MR as a direct measure of health outcome, health equity was operationalised as the ratio of the U5MR in the wealthiest quintile to that of the U5MR in the poorest quintile. Data on the quintile ratio of the U5MR were available for 30 of the 46 countries in the AFRO region. Combining the two dimensions of health outcome and equity, a health system that was performing well would have a low U5MR and a U5MR quintile ratio approaching 1.

### Governance

Governance was defined here as \"a process whereby societies or organizations make their important decisions, determine whom they involve in the process and how they render account\" (p1) \[[@B32]\]. Governance can be thought of as a structural artefact of a society; notwithstanding the fact that it is defined in terms of process. This is because governance occurs within social structures created for the purposes of facilitating the process. Two AFRO-relevant sources of governance measures are available: the World Bank governance index \[[@B20]\] and the Ibrahim Index of African Governance \[[@B25]\]. These indices are based on data drawn from a diversity of international organisations, non-governmental organisations, survey institutes and think tanks. The Ibrahim Index was selected because of its greater contextual relevance to the AFRO region. It was developed in cooperation with the Harvard Kennedy School and it aggregates third party data (inter alia from the World Bank) and original data to create an index that ranks countries in Africa according to governance quality. The index assesses nations against 57 different measures. As the total index included child mortality two sub-indicators from the 2006 Ibrahim Index that did not include child mortality in the measure were used to operationalise governance: (i) \"Rule of Law, Transparency and Corruption\" (RLTC), and (ii) \"Sustainable Economic Opportunity\" (SEO)^i)^\[[@B25]\]. RLTC captures governance matters such as the ratification of legal norms, judicial independence, and public sector corruption. SEO captures matters such as wealth creation, macroeconomic stability, and the \"arteries of commerce\" including the extent of the sealed road network, and the availability of electricity.

The Index as a whole, and the sub-scale were recently, independently analysed and found to be both reliable (i.e., the scales could be independently reproduced) and valid (i.e., they captured, and reflected the position of the countries on the specific \"pillars\" of governance) \[[@B33]\].

### Covariates

Four additional, potential confounding factors were included in the analysis reflecting healthcare, financing/economy, education and physical infrastructure. For each factor a number of indicators were used. The choice of indicators was driven in part by pragmatics, including the availability of the data, and concordance with the underlying factor.

For healthcare there were three indicators: (i) the percentage of births attended by skilled health personnel, (ii) the percentage of one year olds immunised with three doses of diphtheria, tetanus toxoid and pertussis (DTP3), and (iii) the number of hospital beds per 10,000 populations. The first two of these indicators were most directly relevant to child health, but could broadly be regarded as indicators of the capacity of the wider healthcare system. For financing/economy two indicators were considered: (i) per capita total expenditure on health, and (ii) gross national income (GNI) per capita. Both financing indicators were measured in international dollars adjusted for purchasing power parity (ppp int.\$). For education three indicators were considered: (i) adult literacy, (ii) the net primary school enrolment ratio male, and (iii) the net primary school enrolment ratio female. Net primary school enrolment ratio is the ratio of the number of children of official school age enrolled in school to the number of children of official school age in the population. The net primary school enrolment ratio male was ultimately excluded because it was highly correlated with the net primary school enrolment ratio female (r = .95). For physical infrastructure two indicators were included: (i) the percentage of the population with sustainable access to safe drinking water sources, and (ii) the percentage of the population with sustainable access to adequate sanitation.

Analysis
--------

The analysis of the relationship between U5MR and the U5MR quintile ratio, and governance and the other covariates was conducted using multiple linear regression. The analysis was complicated by issues of confounding, associated with moderate to high inter-correlations between the covariates and governance, and missing data. This is discussed in more detail in the Results and related issues are described in the following.

The U5MR data were available for all the 46 countries in the AFRO region but the quintile ratio data was only available for 30 out of the 46 countries. The final sample size in the multivariate analyses was affected by missing data in the covariates.

A small sample size relative to the number of independent variables or covariates in a multivariate analysis can result in (a) over fitting, (b) unstable estimated coefficients, and (c) in the case of this analysis, an increased likelihood of a Type II error. A Type II error arises when one fails to reject the null hypothesis when it is actually false. A small sample size and many covariates reduce the likelihood of identifying a significant relationship between the health systems performance measures and the governance measures, even if such a relationship truly exists. Thus, the worst case scenario is that the analysis described is conservative, and fails to identify a relationship where one actually exists. This does not affect the risk of a Type I error, of falsely rejecting the null hypothesis.

Three linear models were fitted separately for U5MR and the U5MR quintile ratio. The first model measured the strength of the unadjusted bivariate association between the health systems performance, governance and the covariates reflecting healthcare, finance, education, and physical infrastructure. The second model measured the strength of the adjusted association between the health systems performance and the covariates in the absence of the measures of governance. The third model measured the strength of the association between the health systems performance and governance after adjusting for the covariates reflecting healthcare, finance, education, and physical infrastructure. The estimated standardised coefficients (β\'s) from the regression analysis are reported, because they simplify the comparison of the relative contribution of the independent variables and covariates. A sensitivity analysis was conducted to look at, among other things, the change in the estimates when covariates that reduced the sample size (due to missing data) were removed, and the relationship between U5MR and the U5MR quintile ratio with missing data in the covariates.

Prior to any formal analyses, GNI per capita was log-transformed to enable a better fit to the outcome measures.

Missing Data
------------

Missing was an issue for U5MR and the quintile-ratio data because of the small size of the data set, and the percentage of the countries that did not have complete data for all covariates. Multiple imputation of missing data was attempted, but the data models failed to converge \[[@B34]\].

An examination of the relationship between U5MR and missing covariates, for countries with and without missing data, showed no significant relationship. Similar checks were made for the quintile ratio. Missing data, nonetheless, remain a concern and this is discussed further.

Results
=======

An overview of the governance factor (two indicators), and the four covariate factors (a total of 9 indicators) as well as descriptive statistics for U5MR and the U5MR quintile ratio are shown in Table [1](#T1){ref-type="table"}.

###### 

Descriptive statistics for U5MR, U5MR quintile ratio and indicators used in the analysis.

  *Health Systems Performance*   n    Mean    SD      Min    Max
  ------------------------------ ---- ------- ------- ------ --------
  U5MR^1^                        46   138.5   62.5    13     269
  U5MR quintile ratio            30   1.8     0.66    0.9    4
                                                             
  *Healthcare*                                               
  Births Attend %                45   55.5    22.2    6      99
  DTP3^2^Immunisation %          46   77.5    18.7    20     99
  Hospital Beds/10,000           44   13.7    11.2    1      57
                                                             
  *Finance*                                                  
  GNI^3^(untransformed) \$       45   2,923   3,995   260    16,620
  Health Expenditure \$          46   153     200     15     869
                                                             
  *Education*                                                
  Enrollments (female) %         45   69.7    20      36     100
  Enrollments (male) %           45   74.1    15.8    40     99
  Adult Literacy %               42   62.2    20.6    23.6   91.8
                                                             
  *Physical Infrastructure*                                  
  Water %                        46   67.7    16.2    42     100
  Sanitation %                   45   34.5    19.7    5      94
                                                             
  *Governance*                                               
  RLTC^4^                        46   54.2    14.4    24.3   86.1
  SEO^5^                         46   41.8    10.9    23.3   71.4

^1^U5MR: Under five mortality rate

^2^DTP3: Three doses of diphtheria, tetanus toxoid and pertussis

^3^GNI: Gross National Income

^4^RLTC: Rule of Law, Transparency and Corruption

^5^SEO: Sustainable Economic Opportunity

The U5MR ranged between 13 and 269 per 1,000 live births; and the quintile ratio ranged between 0.9 (slightly better outcomes for the poorest than the wealthiest quintile) and 4 (much worse outcomes for the poorest quintile). The countries wealth and therefore the ability to spend on health differed vastly. GNI per capita ranged from USD\$260 to USD\$16,620 and health expenditure from USD\$15 to USD\$869.

As a preliminary step, the relationship between the two selected dimensions of health systems performance (U5MR and the U5MR quintile ratio) was examined visually and using exploratory statistics. There was no discernible relationship between the two health systems performance measures and the correlation was low (r = -.15; 95% CI: -.49-.22). This reinforced the notion of separate outcome and equity dimensions in health systems performance.

Health Outcome (U5MR)
---------------------

The U5MR data was modelled first (Table [2](#T2){ref-type="table"}). Model 1 shows the bivariate relationship between, U5MR, the 9 covariates, and the two measures of governance. In a bivariate analysis, the parameter estimate (β coefficient) is the same as Pearson\'s product moment correlation (r). All 9 covariates, and the measures of governance were significantly associated with U5MR. The two governance measures had the strongest bivariate associations with U5MR (\~.7), followed by sustainable access to safe drinking water, the percentage of female children enrolled in school, and the number of hospital beds per 10,000.

###### 

Three models estimating the relationship between health outcome (U5MR), governance (RLTC and SEO) and 9 covariates representing healthcare, finance/economy, education, and physical infrastructure^**1**^.

                              U5MR                                   
  --------------------------- ------ -------- ------ -------- ------ --------
  *Healthcare*                                                       
  Births Attended %           -.56   \<.001   -.27   .20      -.31   .06
  Immunisation %              -.44   \<.001   .00    .98      .01    .93
  Hospital Beds/10,000        -.63   \<.001   .03    .90      .02    .90
  *Finance*                                                          
  GNI^2^(transformed) \$      -.47   \<.001   .09    .68      .41    .04
  Health Expenditure \$       -.50   \<.001   .03    .87      .18    .27
  *Education*                                                        
  Enrolments (female) %       -.64   \<.001   -.57   \<.001   -.32   .02
  Adult Literacy %            -.55   \<.001   .03    .86      .20    .19
  *Physical Infrastructure*                                          
  Water %                     -.67   \<.001   -.41   .03      -.10   .52
  Sanitation %                -.35   .02      .10    .47      .15    .20
  *Governance*                                                       
  RLTC^3^                     -.70   \<.001                   -.12   .42
  SEO^4^                      -.72   \<.001                   -.90   \<.001
                                                                     
  Adjusted R-squared                          .59    .76             

^1^Model 1 examines the bivariate relationship between, U5MR, and the 9 covariates, and the two measures of governance. Model 2 examines the multivariate model of the linear relationship between U5MR and the covariates in the absence of the measures of governance. Model 3 replicated Model 2, with the addition of the two governance measures.

^2^GNI: Gross National Income

^3^RLTC: Rule of Law, Transparency and Corruption

^4^SEO: Sustainable Economic Opportunity

Model 2 represents the multivariate model of the linear relationship between U5MR and the covariates in the absence of the measures of governance. This model was included so that a comparison could be made between it and a fuller model including the measures of governance. This would help to illuminate the strength of the relationship between U5MR and governance (i.e., when Model 2 and Model 3) are compared. Only 37 of the 46 countries which had U5MR data were available for this analysis, because of missing data in the covariates. Model 2 accounted for around 60% of the available variance (Adjusted R^2^= .59). After adjustment, only two of the covariates retained a significant association with U5MR, sustainable access to safe drinking water (β = -.41, p = .03) and the percentage of female children enrolled in school (β = -.57, p \< .001). The negative coefficients indicated that improvements in the availability of water, and improvements in the enrolment of female children in school, were significantly associated with reductions in U5MR. These two significant associations were in the expected direction.

Model 3 replicated Model 2, with the addition of the two governance measures (n = 37). The model accounted for around 16% more of the available variance (Adjusted R^2^= .76), and identified a significant association between one of the governance indicators (sustainable economic opportunities; β = -.90, p \< .001) and U5MR, after adjustment for the other governance indicator (rule of law, transparency and corruption; β = -.12, p = .42) and the other covariates. The governance indicator for sustainable economic opportunities (SEO) had the largest standardised coefficient of any of the variables included in the analysis. Female enrolments remained significant (β = -.32, p = .02), while sustainable access to safe drinking water was no longer significant in the fully adjusted model (β = -.10, p = .52). GNI per capita, however, became significant in the fully adjusted model (β = .41, p = .04) and showed, counter intuitively, that increases in GNI per capita were associated with increases in U5MR. The kind of instability in parameters seen here is a common issue where there are large numbers of covariates in relation to the sample size, and necessarily raised concerns about the stability of the estimated relationship between governance and U5MR.

A sensitivity analysis was conducted to examine the stability of the estimated association between the governance indicators and U5MR. In essence, by varying combinations of covariates, it was possible to increase the sample size, and examine the stability of the association between SEO and U5MR. The direction and broad magnitude of the association between governance and U5MR did not change with the modelling strategy. For example, removing adult literacy as a covariate increased the available sample size from 37 to 40 countries, resulting in a poorer fit of the model with the data (adjusted R^2^= .64), but SEO remained significantly associated with U5MR (β = -.76, p \< .001). Furthermore, because the SEO indicator included a measure of wealth, a further sensitivity analysis was conducted using an adjusted SEO measure, having removed the effect of GNI per capita. The results remained materially the same.

Health equity (U5MR quintile ratio)
-----------------------------------

The pattern of results was distinctly different for the models of the U5MR quintile ratio data (Table [3](#T3){ref-type="table"}). Model 4 shows the bivariate relationship between, the 9 covariates, the two measures of governance, and the U5MR equity ratio. No indicators of healthcare, education, or physical infrastructure were significantly correlated with the U5MR quintile ratio data (p \< .05). SEO was significantly correlated with the U5MR equity ratio (β = .42, p = .02), as was health expenditure (β = .53, p \< .001). A number of the indicators had p-values less than .1, including births attended (healthcare) (β = .32, p = .09), GNI per capita (finance) (β = .35, p = .06), sanitation (physical infrastructure) (β = .33, p = .08), and RLTC (governance) (β = .32, p = .09).

###### 

Three models estimating the relationship between health equity (U5MR quintile ratio), governance (RLTC and SEO) and 9 covariates representing healthcare, finance/economy, education, and physical infrastructure^1^.

                              U5MR Quintile Ratio                                
  --------------------------- --------------------- -------- ------ ----- ------ -----
  *Healthcare*                                                                   
  Births Attended %           .32                   .09      .31    .30   .32    .34
  Immunisation %              .24                   .19      .15    .55   .10    .72
  Hospital Beds/10,000        .07                   .73      -.73   .04   -.73   .06
  *Finance*                                                                      
  GNI (transformed) \$        .35                   .06      -.04   .92   -.14   .77
  Health Expenditure \$       .53                   \<.001   .88    .01   .85    .02
  *Education*                                                                    
  Enrolments (female) %       .25                   .20      -.18   .44   -.24   .40
  Adult Literacy %            .23                   .24      .42    .18   .36    .35
  *Physical Infrastructure*                                                      
  Water %                     .15                   .43      -.42   .21   -.47   .25
  Sanitation %                .33                   .08      .27    .23   .27    .25
  *Governance*                                                                   
  RLTC                        .32                   .09                   .10    .77
  SEO                         .42                   .02                   .19    .71
                                                                                 
  Adjusted R-squared                                         .30    .21          

^1^Model 4 examines the bivariate relationship. Model 5 examines the multivariate relationship between the covariates and health outcome in the absence of the measures of governance. Model 6 examines the multivariate relationship between health outcome and governance, adjusting for the covariates.

Model 5 represents the multivariate model of the linear relationship between the U5MR quintile ratio and the covariates in the absence of the measures of governance (n = 25); and it accounted for 30% of the variance (Adjusted R^2^= .30). Only two of the covariates were, independently, significantly associated with the U5MR quintile ratio. The first of these was the availability of hospital beds per 10,000 (β = -.73, p = .04). As the number of hospital beds per 10,000 increased, so there was an associated improvement in health equity. The second independently significant covariate associated with the U5MR equity ratio was per capita total expenditure on health (β = .88, p = .01). Increases in per capita health spending were associated with worsening equity.

Model 6 replicated Model 5, with the addition of the two governance measures (n = 25). The addition of the governance indicators resulted in a poorer fit to the data (Adjusted R^2^= .21), and neither SEO (sustainable economic opportunities; β = .19, p = .71) nor RLTC (rule of law, transparency and corruption; β = .10, p = .77) were significantly associated with the U5MR quintile ratio. In the fully adjusted model, the only covariate that remained significantly associated with the U5MR quintile ratio was per capita total expenditure on health (β = .85, p = .02).

Discussion
==========

The primary interest was in the association between health systems performance (as measured by a health outcome -U5MR - and a health equity measure - the U5MR quintile ratio) and a non-healthcare factor, namely governance. There was no apparent relationship between the health outcomes dimension of health systems performance (U5MR) and the health equity dimension (U5MR quintile ratio). This is noteworthy for two reasons. First, and purely from an analytic perspective, a weak relationship reinforces the need to model the two dimensions of health systems performance independently. Second, and with a policy perspective in mind, in the absence of a strong relationship between the dimensions there is a need to take both seriously, and not assume that addressing one will necessarily address the other.

The analysis showed that governance, in particular \"sustainable economic opportunities,\" was significantly associated with health outcome measured as under five mortality rate and remained so even after controlling for the other healthcare and non-healthcare factors (see also \[[@B22]\]). Furthermore, the result was independent of the approach taken to the analysis of the data. Although a causal relationship cannot be established in an ecological, cross sectional analysis of this kind, the results leave open the possibility that good governance helps to create an environment in which a health system can perform well, and certainly invites further research to examine the matter of causation.

In sharp contrast, and notwithstanding a significant bivariate association between governance (SEO) and health equity, there was no significant association in the multivariate analysis. Given the weak relationship between health outcomes and health equity, this may not be entirely surprising. It raises, questions, however, about which non-healthcare factors should be future targets for investigation, and no clear answer presents itself.

The results should be regarded as preliminary, and limited by the amount and quality and type of data. The number of countries contributing data was small relative to the number of variables included in the analyses, and the situation was worse for the analysis of equity than it was for the analysis of health outcomes. Confounding was an issue. The independent measures are intercorrelated and correlated with the outcome measures. Negative confounding is the likely explanation, for instance, of the anomalous relationship in which increased country GNI was associated with a worse U5MR after the inclusion of governance (Table [2](#T2){ref-type="table"}: Model 3). GNI and SEO are both negatively associated with U5MR (SEO much stronger) at the same time as GNI and SEO are highly positively related which might cause the GNI to turn falsely positive when run in a multivariate regressions including SEO. Longitudinal data (allowing for the inclusion of time-lags) would strengthen the analysis considerably. However, the dangers of the ecological fallacy are inescapable. Issues of endogeneity will also haunt any attempt to jump from an analysis of association to a causal inference. Causal order, lurking variables, and a lack of appropriate instrumental variables are all impediments, compounded by issues of data quality and the necessarily limited sample of countries. Reasoned argument will require ranges of data sources and ranges of study types.

Although one needs to be cautious about the interpretation of the data, equally, one cannot allow the perfect to become the enemy of the good. There are no perfect ways to analyse a data set such as this one, and yet the question of the role of country-level governance in health systems performance is an important one, that has received little attention. In the absence of any analysis, no matter how imperfect, there can be no debate; and this analysis at least places the issues \"on the table\" and invites the collection of better data. Governance is significantly associated with health outcomes. If the association is causal, and one might anticipate that it is \[[@B14]\], then it would be unwise to ignore that possibility because of data quality issues. The unanticipated relationship between finance and health equity certainly warrants further consideration. Ways forward include (unsatisfactorily) waiting for the development of better time-series data, and (positively) the development of focussed case-studies within a handful of countries.

Conclusion
==========

There are a range of indicators, largely under-utilised, that could provide important points for intervention in population health. Recent data from large scale studies such as the Commission on Social Determinants of Health provided important and alternative ways of conceptualising the factors that should be within the purview of the health sector. Analyses such as the one presented here provide a powerful argument for inter-sectoral approaches to population health improvement outside the health or medical care sector, notwithstanding weaknesses in the data. The indication that governance matters for health system performance is of importance for policy making as it could point to structural interventions that have greater impact on health outcomes than individually targeted interventions.

The assessment of healthcare systems alone as a proxy for health systems performance in countries where broader determinants such as governance and infrastructure remain inadequate is restrictive both in making progress and assessing improvements. More research is needed to support our finding, research that uses different type of data such as time series data or even case studies applying qualitative measures.
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Endnotes

i\) Since the time the data was collected, the Mo Ibrahim Foundation has restructured their classification of indicators. The Rule of Law, Transparency and Corruption is now part of indicator called \"Safety and Rule of Law\".
